the economic, emotional, educational, and other developmental needs of his children (Sriram & Navalkar, 2012) .
Fathers who spend more time with their children show increased engagement in child rearing and patterns of coparenting, whereby both parents have overlapping or shared responsibilities for rearing children (Feinberg, 2003) . In response, family research has moved away from a deficit model that highlights the absence of fathers' actions to a generative model that highlights fathers' contributions (Doherty, Kouneski, & Erickson, 1998) . The ensuing research overwhelmingly supports positive effects of fathers' active and regular engagement on children's social, behavioral, psychological, and cognitive outcomes (Khandur et al., 2016; Sarkadi, Kristiansson, Oberklaid, & Bremberg, 2008) . In short, fathers can influence the health and behaviors of their children.
Specific to nutrition and diet, weight gain among fathers was positively associated with weight gain among their children (Snethen et al., 2008) , which indicates fathers have a strong influence on eating behaviors within the household (Fraser et al., 2011; Paes, Ong, & Lakshman, 2015) . Relative to fathers of other ethnicities, African American (AA) fathers often exhibit different food parenting practices (Khandpur, Charles, Blaine, Blake, & Davison, 2016) and have different perspectives about their child's weight (e.g., not seeing their child as overweight when they in fact are; Baughcum, Chamberlin, Deeks, Powers, & Whitaker, 2000; Jain et al., 2001) . AA fathers' feeding styles are rarely studied and relatively few studies have examined the impact of paternal feeding practices on child obesogenic behaviors or child weight status. A review by Khandpur and colleagues on paternal feeding practices concluded that AA fathers commonly use pressuring feeding practices and were not as likely to monitor their child's intake compared to AA mothers (Khandpur, Blaine, Fisher, & Davison, 2014) . Furthermore, a study comparing feeding practices used by AA mothers and AA fathers found that fathers were significantly less likely to use neutral prompts, reasoning, and praise with their kindergarten children compared to mothers (Orrell-Valente et al., 2007) . While studies have demonstrated strong links between AA maternal dietary practices and children's consumption, most studies including fathers have primarily contained European American or European males (Duncanson, Burrows, Holman, & Collins, 2013; Lazzeri, Pammolli, Pilato, & Giacchi, 2011; Vanhala, Laitinen, Kaikkonen, Keinänen Kiukaanniemi, & Korpelainen, 2011) . While AA fathers have expressed higher commitment levels for caregiving activities relative to Latino and Caucasian fathers (Leavall et al., 2012) , there are limited published studies investigating the relationship between AA fathers parenting practices and their children's dietary behaviors.
Given the dearth of available information about the AA father subgroup, this purpose of this exploratory qualitative study is to investigate AA fathers' perceived role in promoting healthful decisions related to dietary patterns among their children. This study is a more narrowed examination of a larger thematic analysis (Odum, Smith, & McKyer, 2014) . It extends beyond what is already known among non-AA fathers, in that it specifically focuses on this understudied group of fathers and attempts to better understand their perceptions about nutrition. This investigation is particularly important because AA fathers face unique cultural and contextual factors that can influence their health behaviors and health-related interactions with their children (Garfield & Isacco, 2012; Smith, Ory et al., 2015) . More specifically, these unique issues include whether they reside with their children and/or partner, their relationship status with the child's mother, their employment status and whether they make financial contributions to the family, and their perceived self-efficacy to take action (Garfield & Isacco, 2012) .
Methods

Research Design and Procedures
Details about the methodology used for this study are presented elsewhere (Odum et al., 2014) . As part of a larger initiative, focus groups were conducted with AA fathers to explore the concepts related to fathers' perspectives about nutrition and their role in childhood obesity prevention. Twenty AA fathers of children participated in three focus groups, which were conducted in a rural Southwestern location. Focus group size ranged between four and eight participants. Purposive sampling with snowballing recruitment for additional participants was used to recruit AA fathers residing in a rural community located in east-central Texas. To be included in the study, participants were required to be English-speaking, an AA father, over the age of 18 years, and have a child between the ages of 6 and 18 years.
Traditional recruitment approaches (e.g., flyers, direct approach) were utilized to recruit participants from local establishments (e.g., churches, barber shops, grocery stores). Participants were provided a $25 gift card and a meal as incentives for participating in a focus group. Because recruitment was initially difficult, an additional $10 gift card was provided to participants who referred another father to join the study. A total of 14 fathers were initially recruited. An additional six fathers were referred using this "snowball" method. These recruitment methods are considered common practice in the United States to engage participants, especially within subpopulations that are hard-to-reach.
A series of semistructured, open-ended focus group items were developed to ascertain information necessary to address four research questions: (a) How do fathers perceive their role as health liaisons for their children? (b) Who do fathers believe should be responsible for influencing their children's health behaviors? (c) What health topics do fathers believe to be important for their children? and (d) What perceived barriers hinder fathers' role as health liaisons for their children? (Odum et al., 2014) . Items were developed by investigators using concepts identified within the literature about paternal influences on childhood obesity prevention, which were loosely framed within the Health Belief Model (Bruss et al., 2005) and Socioecological Model (Robinson, 2008) . Items were drafted to align with the constructs of the Health Belief Model and encompass the principles of the Socioecological Model. Three experts in the field reviewed these items for face and content validity based on the research questions. Questions from the semistructured interview guides are presented in Table 1 . All focus groups were conducted at a neighborhood recreation center. Written consent was obtained from all study participants prior to their engagement in focus groups. Each focus group lasted approximately 1 hr. All focus groups were facilitated by a moderator and a study investigator.
Investigators audio-taped all focus groups using a digital recording device to enable for accurate transcription of participant responses. The focus groups were transcribed verbatim and analyzed for thematic structure. An audit trail was maintained throughout the duration of the study. An audit trail is a collection of sources and documents used during data collection and analysis to establish/confirm the credibility (i.e., internal validity), trustworthiness, and rigor of the study (Creswell & Miller, 2000) . Instrument development processes, raw data, analysis procedures and coding, and process notes were maintained as part of the audit trail and reviewed by an independent content expert. All protocols and materials for this study were approved by the Institutional Review Board at Texas A&M University (protocol #2007-0754).
Data Analysis
A detailed description about qualitative data analyses are provided elsewhere (Odum et al., 2014) . Coding and theme development were conducted via ATLAS.ti (version 5.2) (Scientific Software, 2007) . Data analyzed using Strauss and Corbin's grounded theory approach (Strauss & Corbin, 2008) . First, data were coded line-byline, and potential relationships between codes were examined and initial themes were developed. Two independent reviewers participated in this process. After, a second round of coding was conducted, using the initial themes as a guide, which confirmed the presence of four major themes (Odum et al., 2014) . Two independent reviewers also participated in this process. In cases where agreement was not achieved, a third reviewer was introduced to reconcile. The four themes were further explicated to define their ranges and content by reviewing the quotes comprising each theme, resulting in the subthemes. Using a reflexive approach, discussions between the investigators and data analysts were held to rank the salience of subthemes that emerged from the codes and their relevance to the study's intent.
As described in the coded theme analysis by Odum et al. (2014) , fathers reported diet (n = 57 codes) as the most relevant/important health topic for their children. Based on the participants' perceived importance of this issue, an in-depth investigation of this topic was pursued. The current study isolated all diet-related statements across the four themes and coded them line-by-line. Relationships between codes and were examined and three diet/nutrition-specific subthemes were created: (a) teaching by being an example; (b) eating healthy is expensive; and (c) cooking and eating at home. Next, these three subthemes are further explicated by defining their scope and providing relevant participant quotes. Table 2 reports the characteristics of the 20 AA fathers who participated in the focus groups. The average age of participants was 37 years. The majority of participants self-reported as being employed (65%), married (55%), and having a high school education or higher (75%). Further, 55% of fathers reported their child lived in their home full-time, and 20% reported their child lived in their home part-time. Three significant subthemes emerged from the focus group sessions. Identified subthemes included fathers' insights about: (a) teaching by being an example; (b) expensive to eat healthy; and (c) cooking and eating at home. Further explanation about each subtheme is provided below.
Results
Teaching by Being an Example (Subtheme A)
The AA fathers in this study believed they should talk to their children, as well as take the necessary actions to serve as a model for healthy eating behavior. Fathers' perspectives included a mix of active engagement and passive modeling, both of which were described when defining their role. These fathers believed their roles were to limit the consumption of unhealthy foods (e.g., candy and other related sweet foods, sugary soft drinks), provide as balanced of a diet as possible in their homes, and promote appropriate oral and body hygiene. A few rationales that speak to their conscientious outlooks were:
That's why we, as fathers, we've got to kind of stress, push it so, so they won't get to that level. I'm a diabetic because I didn't do right, so I want to see them do right so I've got to work on, you know, work on them.
So I think, as fathers, today, with all that comes at our children, we're gonna have to armor up and realize that all of our children, health issues, the way I'm looking at it I'm speaking for myself that it's imperative that we try to be as involved in it as much as possible.
If you let kids eat candy, they gonna eat candy as much as they can. But you know you have kinda limit them and not just candy but other junk in general while growing up, teaching them right and wrong so, I know it may look like we're talking with our kids, but I think in a sense it all leads up to, to, you know, being healthy.
Limited time and a fast-paced lifestyle were identified as contributing to unhealthy food consumption. As seen in the below example, one participant suggested that he and his wife's demanding work schedules have hindered their family from eating as healthy as they should:
I try to talk to my kids about eating vegetables and having a more balanced diet, but the way it is with me and my wife working, it's hard to do that so we eat a lot of fast food places a lot of times. So I try to get them to at least sit down and eat a decent meal, and cook a decent meal. I really try to talk to them about sitting down and stop running so much and then try to eat a balanced, a more balanced diet.
Additionally, among this subtheme, participants shared comments that stressed the need to balance maintaining a healthy weight and becoming overweight, which included the avoidance of sugary foods and drinks and hinted at incorporating exercise for a healthy lifestyle:
I'm for people having meat on their bones, but at the same time, you got to stay away from becoming overweight.
We stress um, eating proper and we try to uh, cut back on the sweets, we think that going to the dentist, you know cavities, so we try to cut back on the sweets, the sodas, which is kinda hard, especially in this day and this day and time. And I love Dr. Pepper so it's kinda hard to keep the sodas out of the house, but that's what we stress. Exercise and eat, eat, try to eat properly.
As another example of passive modeling, participants commented about how children can pick up on their parents' habits by observing what they eat and drink over time. A participant stated: 
Eating Healthy Is Expensive (Subtheme B)
During the focus groups, participating fathers remarked about financial costs as a barrier to purchasing and eating healthier food options for them and their families. Participants believed that some parents don't have enough money to buy fresh foods and must purchase cheaper, less healthy options. Participants felt that buying fresh (like fruit and other produce) and nonprocessed foods is not affordable for some families. Participants recognized that inexpensive foods (like those purchased at fast food establishments) were less healthy, but were compelled to buy them because of finances. Concern was also expressed about the length of time that fresh foods remain edible, indicating that having to throw away rotten/ expired foods is not economical. Therefore, some families, especially those with a limited income, are forced to purchase unhealthily prepared and processed items. Examples regarding this matter included:
Their parents don't have the funds, they get it where they buy the things that last longer and that's not gonna be your fresh and healthy stuff.
I noticed eating healthy, it costs money, it's kinda expensive, because you know, fresh, fresh, fresh, fresh, rather than frozen and pasteurized and so I think that maybe like with the kids, not say you know our kids, but kids in a community that don't really have, their parents don't have the funds, they get it where they buy the things that last longer and that's not gonna be your fresh and healthy stuff.
I think the media has an effect on all of us related to food and eating habits, you know, because it's so cheap to eat unhealthy. Uh, for example, and I'm guilty of this too, you can go to McDonalds and get 2 cheeseburgers and feed your whole family for about 8 dollars, whereas you go to Subway or somewhere and eat healthy, and it's expensive.
Cooking and Eating at Home (Subtheme C)
Among the comments provided, participants mentioned that cooking and eating meals at home was something they have encouraged in their household to avoid regular fast food consumption and unhealthy weight gain among the family. This recognition shows the value placed on cooking and the nutritional benefits of avoiding fast food, However, fathers often used words like "try" when talking about cooking at home, which indicates the existence of barriers to making this a routine behavior. Examples regarding this subtheme included:
Cause I'm like I tell my wife, we need, to cook more, eat at home more, you know, instead of all this fast food.
A lot about fast foods, they're putting weight on and everything so you try to talk to them about that and try to cook at home a lot more.
Discussion
This study examined the perceived role of AA fathers to promote healthful behaviors to promote good nutrition and prevent obesity among their children. Overall, these study findings indicate AA fathers perceive their role to be two-fold, both passive and active. As described by the participants, the nutrition-related behaviors adopted by their children may be a result of passive modeling, which is what children observe of their fathers and parents. Alternatively, the nutrition-related behaviors adopted by their children may be a result of active engagement and communication about diet and food consumption. These concepts were embedded within the three subthemes that emerged from this qualitative inquiry: (a) teaching by being an example; (b) eating healthy is expensive; and (c) cooking and eating at home. Findings suggest participants felt strongly that changes were needed within their homes to improve the overall health and dietary patterns of their families. While these fathers indicated they attempt to make these changes by deterring certain foods such as fast food and sugar-sweetened beverages, they also reported barriers associated with the costs of healthy eating and cooking home meals. These findings are supported, in part, by previous studies that identified similar challenges to healthy eating among parents and young adults (e.g., demanding work schedules and the cost of eating healthy; Escoto, Laska, Larson, Neumark-Sztainer, & Hannan, 2012; Devine et al., 2009) . However, limited studies have examined barriers to healthy eating specifically among children of AA fathers (McGee, Richardson, Johnson, & Johnson, 2014) .
Subtheme A: Teaching by Being an Example
In recent decades, America has become a "grab-and-go" society, which is marked by a dramatic increase in the purchases of convenient, less wholesome foods (Guthrie et al., 2002; Neilson et al., 2002) . Consuming unhealthy foods adversely affects the nutritional quality of the family diet and makes it difficult for children to meet current dietary recommendations and maintain a healthy weight (Ayala et al., 2008; Cullen et al., 2004; Thompson et al., 2004 ). In the current study, fathers perceived their role to be both active and passive in the home to encourage more home-cooked meals and healthy food choices. While fathers indicate the need to talk with their children about changing their unhealthful food and beverage consumption patterns, they may also require additional tools and resources that help them start the conversation. Additionally, because fathers indicated their role was to lead by example, additional efforts are needed to help fathers initiate dietary changes that can be observed by their children.
Subtheme B: Eating Healthy Is Expensive
The economic cost and strain of eating healthy is an issue that has gained prominence as an important healthy equity concern. For some families, the cost of food presents a critical financial challenge (Ayala et al., 2008) . This challenge may be because families with children must spend substantial funds on other living expenses such as transportation costs, school supplies, clothing expenses, entertainment costs, and other financial debt or obligations (McDermott & Stephens, 2010) . Due to financial barriers that some families regularly face, fast food diets are more economically convenient than whole food healthy diets (Powell, Chaloupka, & Bao, 2007 ). In the current study, fathers indicated their desire to bring healthy foods into the home, but barriers associated with perceived cost and shelf life (i.e., the length of time fresh foods remain edible) were expressed. Efforts are needed to make healthier food options affordable and accessible to families of all income levels regardless of whether they live in a rural or urban community. More specifically, to overcome financial barriers, we recommend a more frugal approach to household budgeting and interventions focusing on less expensive, healthier food selection and preparation. For example, serving raw fruits and vegetables may reduce preparation time as well as the cost of healthier diets (Carlson, Lino, Juan, Hanson, & Basiotis, 2007; Fulkerson et al., 2011; Monsivais, Aggarwal, & Drewnowski, 2014; Rose, 2007) . However, many fathers may require practical and realistic tips for "financial fitness," which can help them "stretch their dollar" while introducing healthy foods to their children and households (Tang, 2017) . While interventions are needed, existing resources are available to assist fathers with money management and finance organization (e.g., online budgeting tools such as Mint. com, PersonalCapital.com, and LearnVest.com) .
Subtheme C: Cooking and Eating at Home
It is common that families dine out or bring home "takeout" from restaurants frequently, which reduces the amount of meals they prepare in-home (Lachat et al., 2012; Reicks, Trofholz, Stang, & Laska, 2014) . Previous research indicates that spending time on food preparation at home might be essential to healthier dietary habits (Simmons & Chapman, 2012) . However, from the current study, barriers to in-home cooking were alluded to by participants. As such, interventions are needed to purposively help fathers with meal planning and preparation, which encompasses having a diverse menu or range of food options for their children each week. Existing resources are available to fathers to assist them with meal planning and food preparation (e.g., websites such as healthyeating.org and fitfatherproject.com).
Consistent with all subthemes that emerged from this study, the launch of President Barack Obama's President's Fatherhood Pledge (The White House, 2012) promotes fatherhood as a personal responsibility and defines fathers' vital role within their families and communities. Based on the belief that fathers can make profound difference in the lives of their children, this initiative provides resources to assist fathers to: (a) change the lifestyle behaviors of the fathers; (b) provide financial fitness for healthy cooking; and (c) teach nutrition basics, cooking techniques, and recipes for healthy and quick meal preparation.
Findings from this study indicate that efforts are needed to engage fathers in interventions that address barriers to healthful eating behaviors, which can promote AA fathers as role models for their children. To reach fathers, previous research supports that the intervention setting can be important for intervention recruitment and retention (e.g., workplace, clinical settings, and faithbased organizations; Smith, Tandon et al., 2015 , 2018 . Online resources are also inexpensive and readily available, although internet-based information exchanges require the father to actively seek out information (and know what information is credible). While men should be a primary target of such interventions, the entire household (e.g., partners, children) should be engaged in programs to promote support for healthy behaviors and healthier home environments. To maximize effectiveness for AA fathers, interventions must be appropriately tailored to include and adhere to cultural and societal norms (Smith, Tandon et al., 2015) . While changing the fathers' behavior may influence household dietary patterns, another key component of such interventions should surround communication and strategies for starting fatherchild discussions about health topics (Caldwell et al., 2004; Garfield & Isacco, 2012; Hecht et al., 2003) .
Limitations
This study is not without limitations. First, as with any qualitative study, findings may not represent the larger AA father population. AA fathers were recruited from one county in Central Texas; therefore, regional differences may not have been represented in this study (especially meaningful when considering the obesity rates, nutrition dietary matters, and family culture in Southern states relative to Northern states, for example). Further, the inclusion criteria indicated that participants must have been AA. While the sample represented a mix of cultures within this heterogeneous group, this classification did not allow for differences to be explored based on subgroups of AA men (e.g., first generation vs. natives, nationally-born natives vs. international immigrants, men from the Caribbean vs. African countries). Therefore, findings may not be widely generalized beyond this study sample. Another possible shortcoming of the current study is that no specific questions that asked fathers to report their perspectives about their child's eating patterns. Such perspectives about their children's nutritional behaviors may have influenced fathers' perceived role in terms of diet and obesity prevention. Additionally, data saturation was not assessed to determine how many focus groups were needed. While the three focus groups provided rich and robust information about AA fathers' perspectives, additional focus groups may have been necessary to fully capture the scope of such perspectives. There were no efforts to identify the effect of the focus group format on the conversations and shared content between participants. While group and individual qualitative data collection strategies have merits and shortcomings (in terms of responses received), the researchers selected focus groups because of the exploratory nature of the study's research questions and desire to create broad overviews about issues for societal/cultural subgroups (Smith, Sosa, Tisone, & McKyer, 2011) . Additional efforts are needed to engage more AA fathers in similar studies from geographically diverse regions and stratified by counties of origins and other culturally-appropriate characteristics.
Conclusion
Limited information is available about AA fathers' influence on their children's dietary behaviors. Study findings indicate that fathers would like to have a stronger role in the health of their children, but may require interventions that can bolster their passive and active influence. It is paramount that health-care professionals encourage and support AA fathers to endorse and promote healthy mealtime habits and nutrition with their children. Findings suggest the need for culturally-appropriate nutrition education, financial fitness, and meal preparation interventions for this population.
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